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30-10-17. Cost reports. (a) Historical cost data. 


(1) For cost reporting purposes, each provider shall submit 


the “nursing facility financial ‘and statistical report,” form 


MS-2004,revised August 2002 and hereby adopted by reference, 


completed in accordance with the accompanying instructions. The 


MS-2004 cost report shall be submitted on diskette, using 


software designated by the agency for cost report periods ending 


on or after December31, 1999. 


(2) Each provider who has operated a facility 12 or 


more months on December 31 shall file the nursing facility 


financial and statistical report on a calendar year basis. 


(3) Each provider who has operated a facility on cost data 


from the previous provider or a projected cost report shall file 


an historical cost report. 


( A )  The historical cost report period shall begin according 

to either of the following schedules: 

(i) On the first dayof the month in which the nursing 


facility was certified if that is on or before the 15th
of 


the month; or 


(ii) on the first day of the month following the date the 


on
nursing facility was certified if that date or after the 


16th of the month. 


(B) The historical cost report shall end on the lastofday 


the 12-month period following the date specified in paragraph (a) 
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( 3 )  ( A )  above, exceptunderanyofthefol lowing:  

(i) The c o s tr e p o r ts h a l le n d  on December 31 when t h a t  date 

i s  not  more thanone month b e f o r e  o r  a f t e r  the  end  o f  t he  

12-month p e r i o d .  

(ii)The c o s t  r e p o r t  s h a l l  e n d  on t h e  provider 's  normal 

f i s c a l  y e a r - e n d  u s e d  f o r  t h e  i n t e r n a l  r e v e n u e  s e r v i c e  when t h a t  

date i s  n o t  more thanonemonthbeforeor  a f t e r  t h e  end o f  t h e  

12-month p e r i o da n dt h e  c r i te r ia  i n  K.A.R. 30-10-18 f o r  f i l i n g  

t h ec o s tr e p o r te n d i n g  on December 31 donotapply.  

(iii) The c o s tr e p o r ts h a l le n d  on t h e  l a s t  date of 

service i f  a providerchangeoccursbefore  11 monthsofoperat ion 

and t h e  i n t e r i m  rate was based on a p r o j e c t e d  c o s t  r e p o r t .  

( C )  The h i s t o r i c a lc o s tr e p o r tp e r i o ds h a l lc o v e r  a 

c o n s e c u t i v e  p e r i o d  o f  time no t  less than  11 monthsandnot more 

t h a n  13 months. 

(D) The p r o v i d e rs h a l lf i l e  a subsequentover lapping  

12-month h i s t o r i c a l  c o s t  r e p o r t  f o r  t h e  c a l e n d a r  y e a r  e n d i n g  

December 31, i f  t h e  f i r s t  c o s t  report doesnotendontha t  date. 

(b) P r o j e c t e dc o s t  data. 

(1) P r o j e c t e d  cost r e p o r t s  f o r  providers. 

( A )  If a p r o v i d e r  i s  r e q u i r e dt os u b m i t  a p r o j e c t e dc o s t  

r epor tunde r  K.A.R.  30-10-18 (c) o r  ( g ) ,  t h ep r o v i d e r ' s  ra te  

s h a l l  be based on a p roposed  budge t  w i th  cos t s  p ro jec t ed  on a 

l i n e  i t e m  basis.  
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(B) The projected cost report for each provider who is 


required to file a projected cost report shall begin according to 


either of the following schedules: 


(i) On the first day
of the month in which the nursing 


facility was certified by the department
of health and 


environment if that date is on or before the 15th of the month; 


or 


(ii) on the first day of the 'following month if the facility 


is certified bythe department of health and environment between 


the 16th and 31st of the month. 


(C) The projected cost report shall end on 'the last day of 


the 12-month period following the date specified in paragraph 


(b)(1)(B) above, except under either of the following: 


(i) The projected cost report shall end on December
31 when 


that date is not more than one month before or after of
the end 


the 12-month period. 


(ii) The projected cost report shall end
on the provider's 


normal fiscal year-end used for the internal revenue service when 


the end
that date is not more than one month before or after of 


the 12-month period and the criteria in
K . A . R .  30-10-18 for 

filing the projected cost report endingon December 31 do not 


apply	
(D) The projected cost report period shall cover a 

consecutive periodof time not less than
11 months and not more 


than 13 months. 


(E) The projected cost report shall be reviewed for 
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reasonableness and appropriateness by the agency. The projected 


cost report items that are determinedbetounreasonable shall be 


disallowed before the projected .rate is established. 


(2) Projected cost reports for each provider with more than 


one facility. 


(A) Each provider who is required to file a projected cost 


report in accordance with this subsection and who operates more 


than one facility, either in state or out of state, shall 


allocate central office costs to each facility that is paid 


rates from the projected cost data. The provider shall allocate 


the central office cost at the end of the provider's fiscal year 


or the calendar year that ends during the projection period. 


(B) The method of allocating central office costs to those 


facilities filing projected cost reports shall be consistent with 


the method usedto allocate the costs to those facilities in the 


chain that are filing historical cost reports. 


(c) Amended cost reports. 


(1) Each provider shall submit an amended cost report 


revising cost report information previously submitted if an 


error or omission
is identified that is material in amount and 

$ . l o  ofresults in a change in the provider's rate or more per 

resident day. 

(2) An amended cost report shallnot be allowed after13 


day
months have passed since the last of the year covered by the 
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report. 


(d) Due dates of cost reports. 


(1) Each calendar year cost report shall be received not 


of business on the last working day
later than the close of 


February following the year covered by the report. 


(2) Each historical cost report covering the first year of 


operation shallbe received by the agency not later than the 


close of business
on the last working day of the second month 


following the close of the period covered by the report. 


( 3 )  Each cost report approved fora filing extension in 

accordance with subsection (e) shall be received not later than 

the close of business on the last working day of the month 

approved for the extension request. 

(e) Extension of time for submitting a cost report. 


(1) A one-month extension of the due date for the filing of 


a cost report may be granted by the agency when the cause for 


delay is beyond the control of the provider. Delays beyond the 


control of the provider that may be considered by the agency in 


granting an extension shall include the following: 


(A) Disasters that significantly impair the routine 


operations of the facility or business; 


(B) destruction of records as a resultof a fire, flood, 


tornado, or another accident that is not reasonably 


foreseeable; and 
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(C )  computer viruses that impair the accurate completion of 

cost report information. 

(2) The provider shall make the request in writing. The 

request shall be receivedby the agencyon or before the due date 


of the cost report. Requests received after the due date shall 


not be accepted. 


(3) A written request for a second one-month extension may 

be granted by the Kansas medical assistance program director if 

the cause for further delay is beyond the control of the 

provider. The request shall be receivedby the agency on or 

before the duedate of the cost report,or the request shall not 

be approved. 

(f) Penalty for late filing. Each provider filing a cost 


report after the due date shall be subject to the following 


penalties: 


(1) If the complete cost reporthas not been received by 


the agency by the close of business on the due date,
all further 

payments to the provider shall be suspended until the complete 

cost report has been received.A complete cos t  report shall 

include all the required documents listed in the cost report. 

(2) Failure to submit the cost report within one year after 


the endof the cost report period shall
be cause for termination 


from the Kansas medical assistance program. 


(9) Balance sheet requirement. Each provider shall file a 


balance sheet prepared in accordance with cost report 


instructions 
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as part of the cost report forms for each provider. 


(h) Working trial balance requirement. Each provider shall 


submit a working trial balance with the cost report. The 


working trial balance shall contain account numbers, descriptions 


of the accounts, the amount of each account, the cost report 


expense line on which the account was reported. Revenues and 


expenses shall be grouped separately and totaled
on the working 

trial balance and shall reconcile to the applicable cost report 

schedules. A schedule that lists all general ledger accounts 

grouped by cost report line number shall be attached. 

(i) An allocation of expenditures between the hospital and 


the long-term care unit facility shall be submitted through
a 


step-down process prescribed in the cost report instructions. 


( j )  This regulation shall be effective on and after 

December 31, 2002. (Authorized by and implementingK.S.A. 

39-708c; effective May 1, 1985; amended May 1, 1986; amended May 

1, 1987; amended May 1, 1988; amended Jan. 2, 1989; amended Jan. 

2, 1990; amended, T-30-10-1-90, Oct. 1, 1990; amended Jan. 30, 

1991; amended Oct.28, 1991; amended Nov. 2, 1992; amended Jan. 

3, 1994; amended Dec. 29, 1995; amended Jan. 1, 1997; amended 

Jan. 1, 1999; amended July 1, 2002; amended Dec. 31, 2002.)  
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2003effectiveDate I2/3 1/02 SupersedesTN#MS02-06 



KANSAS MEDICAID STATE PLAN Attachment 4.19D 
Part 1 


exhibit A-5 

Page 8 


EXCEL VERSION 
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EXCEL VERSION 
MS-2004 

OR OUT CROSSDO NOT RETITLE LINES PROVIDER NUMBER 

DO NOT INCLUDE MORE LINE.ONE AMOUNT ' 0PER 

SCHEDULE A - EXPENSEstatement 

TN#MS02-28 Approval date 1 7 2003effective Date12/3 1/02 Supersedes TN#MS02-06 
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EXCEL VERSION MS-2004 

DO NOT CROSS OUT OR retitle LINES NUMBERPROVIDER -

DO NOT INCLUDEMORE THAN ONE AMOUNT PER l i n e  
0 

SCHEDULE A EXPENSE STATEMENT 

BOOKS PER TOTAL RESIDENT 
(AGENCY USE)((AGENCY USE)

IAOJ RESIDENT 

I 


\LIABILITY INSURANCE .-^ 
R~ E INSURANCE (EXCEPT LIFO 1 ,5r [ 

INTEREST(EXCEPT RELOANS) 

REAL 6 PERSONAL PROPERTYTAX 


MAINTENANCEL REPAIRS 


(OPERATING SUPPLIES I 


I 


L 
I 
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EXCEL VERSION 
MS-2004 

OTHER IHC SALARIES (SPECIFY) 
213 0 so SO SO 

EMPLOYEE BENEFITS 

RESPIRATORY - CONSULTANT 

SPEECH THERAPY - CONSULTANT 

other consultant (SPECIFY) 

I 
Page 4 of 16 I 
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DO NOT CROSS OUT OR RETITLE LINES 

DO NOT INCLUDE MORE THAN ONE AMOUNT PER l i n e  

SCHEDULE A EXPENSESTATEMENT
~ ~~~ 

TOTAL PER BOOKS 
ANNUAL f e d e r a l  

INDIRECT HEALTH CARE HOURS PAID TAX r e t r u n  

CARE COST CENTER I 290 I 0 SO 
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MS-2006 

PROVIDER NUMBER 
0 

(AGENCY USE) (AGENCY USE)
RESIDENT ADJ RESIDENT 

PROVIDER RELATED STATE R U E 0  
ADJUSTMENTS EXPENSES ADJUSTMENTSEXPENSES 

so SO 

12/31/02 Supersedes TN#MS02-06 
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EXCEL VERSION 
MS-2004 

DO NOT CROSS OUT OR RETITLE LINES PROVIDER NUMBER 1 
DO NOT INCLUDE MOREAMOUNTLINE. PER ONE I 0 

SCHEDULE A EXPENSE STATEMENT 

I I I 
ER BOOKS RESIDENT (AGENCY USE)I (AGENCY USE) 

federa l  PROVIDER RELATED STATE. AOJ RESIDENTREWED 
a m  ,DL, ,In,I ,"I..-..--.---

TOTAL DIRECT HEALTH CARE 
so so so so 

COST CENTER 390 0 so so soTOTAL RATE FORMULA so 
COSTS 399 0 SO SO so so 

date 2003TN#MS02-28 Approval effective Date 12/3 1/02 Supersedes TN#MS02-06 
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EXCEL VERSION MS-2004 


ORDO NOT CROSS OUT RETITLElines (PROVIDER NUMBER 1 


a t t a c h  A deta i led  DEPRECIATIONSCHEDULE AND THEDETAILED WORKING 
TRIAL BALANCE USED TO PREPARETHIS COST REPORT 
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